V47 WNovEMBER 1961 


Bulletin 


NATIONAL TUBERCULOSIS ASSOCIATION 


‘istmas 


nm Ab- 
all of 
stitute 
for 30 
from 
health 
health 
ipaign 
their 

with 


40°HOS 


| 

G 
| | | op 

zi 


NATIONAL 
TUBERCULOSIS 
ASSOCIATION 


Bulletin 


Sol S. Lifson 
Editorial Director 


Lucille Fisher 
Managing Editor 


Jo Brown 
Art Editor 


Vol. 47 No. 10 


Published monthly except August at 
#4 North Wesley Ave., Mount Morris, 
Ul., by the National Tuberculosis Asso- 
ciation for persons interested in public 
health and administrative aspects of 
tuberculosis and respiratory disease 
control, and made possible by Christ- 
mas Seal contributions. The editors 
welcome articles for possibie publica- 
tion. If any article deals with a sub- 
ject on which there may be differences 
of opinion, the BULLETIN will be glad 
to consider presentation of varying 
opinions in the same or subsequent 
issues. The opinions expressed in signed 
articles are the authors’ and do not 
necessarily reflect those of the Na- 
tional Tuberculosis Association. Edi- 
torial Office: 1790 Broadway, New York 
19, N.Y. Second class postage paid at 
Mount Morris, fil. 


The Christmas Seal— 


Symbol of Effective Programs 


@ ALTHOUGH IT Is NATURAL to think 
of the Christmas Seal as a fund-raising 
device, it seems more appropriate to 
consider it as a means whereby the 
public is given the opportunity to re- 
affirm its belief in the program and 
services of tuberculosis associations. 
While the Seal expresses the public’s 
belief in the tuberculosis associations 
through yearly contributions, at the 
same time it indicates the public’s 
faith that continued and increased ef- 
fectiveness of efforts will be forth- 
coming. Through the years, the Seal 
has become the symbol of more effec- 
tive tuberculosis control measures, 
improved and increased activities in 
the field of respiratory diseases, and 
the betterment of community health 
in general. 


As the 55th Annual Christmas Seal 
Campaign gets under way, it seems 
fitting to consider a redirection in em- 
phasis to highlight program as the 
vehicle to support and give meaning 
to the Christmas Seal. It would seem 
imperative, too, that we give cogni- 
zance to the words of Dr. Robert 
Hamlin, keynote speaker at the NTA 
Annual Meeting in Cincinnati. TB as- 


sociations should place emphasis not 
only on program but also on the 
consideration, study, and implementa- 
tion of ways in which they can be 
stronger, more efficient, and more 
effective. 


The annual Christmas Seal Cam- 
paign is a heritage of which the volun- 
tary tuberculosis associations should 
be justly proud. In the jealous guard- 
ing of this heritage, no greater assur- 
ance of the right “to have and to hold” 
can be gained than through a sincere 
effort to transform the Christmas Seal 
into tangible program and services, 
program and services which have spe- 
cific objectives and in which those 


objectives are truly significant in rela- 


tion to meeting needs within the 
community. 

The Christmas Seal Campaign will 
serve tuberculosis associations this 
year and for years to come—provided 
it represents vital and effective public 
health efforts. When we speak of the 
Christmas Seal Campaign, let us use 
the “language of deeds” and not the 
“language of needs.” 


Ronatp A. MILLER 
Executive Director 
Colorado Tuberculosis Association 
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College Students 
Promote 


A Health Campaign 


Helen K. Hobbs 


§ ARE COLLEGE STUDENTS interested in working to pro- 
mote a health campaign? Students at Florida Southern 
College have proved that the answer can be an enthusias- 
tic “yes.” Since 1953, the Christmas Seal drive has be- 
come a campus tradition, and the Southern College 
Tuberculosis Committee a standing committee of the 
Polk County association. Students and faculty alike give 
the drive their wholehearted support. 

Originator of this “campaign within a campaign” was 
the late Ernest Lilley who was then registrar at Florida 
Southern College and an active volunteer worker for the 
tuberculosis association. He served on the board of direc- 
tors of both the Tuberculosis and Health Association of 
Polk County and of the Florida Tuberculosis and Health 
Association. 


Each Christmas season, the 2,000-member student 
body of this Methodist college goes all out to raise funds 
to support the work of the Tuberculosis and Health As- 
sociation of Polk County. Jam sessions, basketball games, 
band concerts, a display contest, trophy awards and 
dances are a part of the program. In the first campus 
campaign in 1953, $295 was raised, while in 1960 the 
total was $950. 


A student committee with one faculty advisory mem- 
ber plans the entire campaign. This committee makes all 
contacts, distributes all materials, dreams up and carries 
out all special events, manages all the publicity, sets the 
goal and is responsible for the returns. Each year stu- 
dents follow the campus campaign totals on the double- 
barred cross thermometer posted outside the Student 
Union Building to see if the current year’s efforts will 
top those of the year before. So far they always have. 


One annual campaign event which has generated a 
great deal of interest and competition is the fraternity 
display contest. This has always resulted in outstanding 
outdoor displays on Christmas Seals, tuberculosis and 
health. A trophy and other prizes are supplied by Lake- 
land merchants for the best displays, and hundreds of 
Polk County citizens walk through fraternity row to view 
the efforts of the students. A committee composed of the 

d of directors of the association judges the contest. 


The annual display contest along “fraternity row” generates a 
great deal of interest in the Florida Southern College campaign. 


Another annual event is the Christmas Seal Concert. 
This is one of the few times the Southern College concert 
band performs for the public. Sorority girls in colorful 
evening gowns take up a voluntary collection from the 
audience, and there is an address by the president of the 
tuberculosis association. 

Another method employed by the committee in reach- 
ing the campus goal is to send appeal letters to all fra- 
ternities, sororities and other campus organizations urging 
their support and usually requesting that a certain 
amount be contributed. As each organization makes a 
contribution, its name goes up on the double-barred 
cross thermometer. Reminders are sent to those organiza- 
tions which have not responded. Last year twenty-five 
campus organizations contributed to the campaign. 


The student committee also comes up with all sorts of 
ideas to raise funds, such as a “kickoff” jam session, col- 
lections by cheerleaders at basketball games, sale of hot 
chocolate at campus events, and promotion of Christmas 
Seal corsages at dances. 

Charles T. Thrift, Jr., president of Southern, is very 
proud of the college’s part in the fight against tubercu- 
losis through its campus campaign. Dr. Thrift recently 
stated, “I hope the Christmas Seal Campaign will always 
be a campus tradition at Florida Southern.” 

The 1960 campaign, the most successful of them all, 
was headed by Richard Smith, president of the student 
body. According to Smith, the student committee set its 
goal at $500 and was very pleased when it was almost 
doubled. Students contributed $500, and the faculty gave 
$450. This topped the 1959 Southern total by $349. 

Mrs. Mary Sand, executive director of the TB and 
Health Association of Polk County, who has witnessed 
the growth of the campaign since 1953, can recall the 
hesitation she felt when it was first suggested that col- 
lege students might be interested in promoting a health 
campaign. She has her answer—at least as far as Florida 
Southern is concerned. There is no doubt that the answer 
is “yes!” « 


HELEN K. Hopss was formerly assistant executive director of the Tuber- 
culosis and Health Association of Polk County, Florida. She is presently 
studying law. 
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A Galaxy of Stars 


For Christmas Seals 


@ ON TELEVISION, IN MOVIE THEATRES, over the radio, in 
newspapers and magazines, a cavalcade of stars is 
porting the 1961 Christmas Seal Campaign. It’s an im 
pressive list. Behind the scenes are the state and local TB 
associations which buy the records, films, proof sheets 
and other materials from the NTA Supply Service. Also 
behind the scenes are the local TV and radio stations, 
publications and other media that give their valuable 
time and space to this important public service. 

TV spots. At the top of the TV list is Jack Lemmon, whose 
performance in “The Apartment” helped win the Acad- 
emy Award for best picture of the year. The spot goes 
something like this (in part): 

“Christmas packages: are the darndest things to do up. 
At least they are for me. But you don’t have to be an ex- 
pert to add the perfect finishing touch—Christmas Seals 
. .. Every Christmas Seal we use on our packages, and on 
our Christmas cards, too, adds real meaning to our gifts 
and good wishes.” 

Also supporting the Campaign via TV spots are film 

actor and dancer Gene Nelson and actress Natalie Wood. 
Radio transcriptions. An impressive array of artists has 
been corralled to present a cross-section of pop music on 
Christmas Seal transcriptions. The artists range from a 
newly risen rocketeer like Paul Anka to all-time favorites 
Benny Goodman and Ella Fitzgerald. To meet all types 
of needs, the transcriptions are made in different lengths 
—from short spot announcements to fifteen-minute musi- 
cal programs. 
Christmas Seal song. Leading recording artist Connie 
Francis has made the MGM Christmas Seal record, “Have 
Yourself a Merry Little Christmas.” At 22, Connie has 
earned virtually every pops musical award in the US. 
The record opens with Connie’s introduction: 

“Hi everybody, and Merry Christmas. This is Connie 
Francis. To make this Christmas a healthier Christmas 
for everyone, I hope you'll remember to use Christmas 
Seals on your holiday mail. . . .” The song follows. 
Magazine and newspaper features. Comedian Phil 
Silvers plays the role of the Christmas postman in one of 
the lively pictorial ads and features prepared for the 
Campaign. National magazines order features direct from 
NTA; newspapers and locally published magazines are 
invited to obtain them through their local or state TB 
associations. 
Celluloid envoy for the Campaign. When National 
Christmas Seal Campaign Chairman Charles O. Finley 
was in Hollywood, he appointed film actress Rosalind 
Russell as his Hollywood deputy. This makes Roz cam- 
paign ambassadress without portfolio. Other stars sup- 

rting the campaign include Jean Simmons, Maureen 
O’Hara, June Lockhart, Mary Pickford and Cyd Charisse. 
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SYMPOSIUM 
on the 
Role of the Hospital 

and the Private Practitioner 

in the 


Treatment of Tuberculosis 


The advent of newer therapeutic measures has stimulated vigorous, renewed 
efforts for the eradication of tuberculosis. This goal can only be attained by the 
cooperative efforts of many—each contributing certain skills. The Committee 
on Medical Public Relations of the American Thoracic Society, which acts as an 
advisory group for the Bulletin, has recommended the publication of a sympo- 
sium on the role of physicians and medical facilities in the detection, treatment, 
and associated responsibilities in the control of tuberculosis. To this end, the 
committee has obtained contributions from well-recognized physicians (all in- 
tensely interested in the same goal) expressing candidly the problems as they 
see them. 

While the authors are in agreement on many fundamentals, differences of 
opinion and orientation on some phases are to be expected and indeed are wel- 
comed to foster constructive thinking. 


Samuel Cohen, M.D., Chairman, 1960-61 
ATS Committee on Medical Public Relations 
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The Role of the Hospital 


I. The General Hospital 


_ Robert R. Henderson, M.D. 


™ TREMENDOUS ADVANCES have been made in the diag- 
nosis and treatment of tuberculosis during the past two 
decades. With the advent of the newer chemotherapeutic 
agents, especially isoniazid, the need for protracted isola- 
tion and hospitalization of the average case of tuber- 
culosis has decreased remarkably. Greater and greater 
numbers of patients, after a short period of hospitalization 
for baseline diagnostic studies, initiation of treatment, 
and patient education, are treated successfully at home. 
Most of the cases can be rendered non-infectious, and this 
non-infectiousness is achieved much earlier in the course 
of treatment and is more predictable than heretofore. As 
in all other areas of medical endeavor, the new chemo- 
therapeutic agents have required more complex and tech- 
nical medical, surgical, X-ray, and laboratory skills. 


Coordination necessary to reach the goal 

Recognizing these changes, the Arden House Con- 
ference on tuberculosis, held during the latter part of 
1959, resulted in recommendations aimed at “the elimina- 
tion of tuberculosis in the United States of America.” 
It is clear that this goal can be achieved only through 
_ the coordinated efforts of all physicians, public health 

authorities, and other community agencies in the recog- 
nition and treatment of tuberculosis. Among the specific 
recommendations of the Arden House Report were in- 
creased detection programs, coordination and integration 
of case finding and follow-up, better laboratory services, 
and expansion of social and economic services in the 
areas affecting the tuberculous patient. 

Since the publication of the report, subsequent pam- 
phlets have been printed by the American Thoracic Soci- 
ety, the New Jersey Tuberculosis and Health Association, 
and other interested organizations, outlining practical 
guides for the physician who is now expected to treat 
many patients with this disease. Thus, with decreased in- 
fectiousness and consequent decreased need for pro- 
longed isolation, the diagnosis and treatment of tubercu- 
losis need no longer be set completely apart from the 
main stream of medical endeavor. The dichotomy often 
existing between the physician treating patients in a sana- 
torium and the physician eventually responsible for the 
care of patients with all diseases, throughout a commu- 
nity, is no longer necessary. 


The general hospital is a logical center 

In the Arden House Report, and in others also re- 
viewed, there is no clear-cut definition of the role of the 
general hospital in the future treatment of tuberculosis. 
This is surprising, since many of the recommendations 
are probably best implemented by using the facilities of 
the general hcspital in each community. The general 
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hospital has long been a focus for the educational and 
patient care activity of all physicians in the community, 
and over the past 20 years, increased numbers of physi- 
cians, specifically trained in the field of respiratory dis. 
ease, have become available on general hospital staffs, 
The average physician orients best with these consult. 
ants in the daily care of patients with respiratory disease, 

Public health activity has decreased in the fields of 
maternal and child health and infectious disease, but has 
increased in the area of chronic diseases affecting the 
older patient. With this changing activity, cooperation 
and coordination has developed between the health de- 
partment and the general hospital. Other community 
health agencies, including those representing the eco- 
nomic resources of the community, tend to orient more 
to the hospitalized patient. It seems only natural that 
increasing utilization of the well-established social service 
departments in the general hospital would be one easy 
way of implementing the recommendations for correc- 
tion of the socio-economic needs of tuberculous patients 
treated by the community physician. 

As medicine has become increasingly aware of the 
value of early detection and treatment of disease, we 
have noted the appearance of multiple screening pro- 
grams, annual physical examinations, and routine labora- 
tory studies. Increasing numbers of general hospitals 
require chest X-rays of all patients admitted. 

Finally, the need for accurate and complicated labora- 
tory and radiographic study is evident. Usually, skilled 
chemical and bacteriologic laboratories are to be found 
in the community hospital, and there is little reason to 
suppose that such institutions could not institute in these 
laboratories the necessary techniques required for the 
diagnosis and treatment of tuberculosis. These facilities 
are located in the community in which the tuberculous 
patient is to be treated, and therefore one might expect 
greater ease of communication and convenience for both 
the patient and the physician. 

Sanatorium beds, of course, are still necessary, and will 
continue to be so, as long as there are chronic and com- 
plicated cases with open lesions, which are a hazard to the 
community. However, as the goal of the Arden House 
Conference is gradually achieved, one may expect 2 
decreasing need for this type of facility. Even today, the 
general hospital can certainly serve those cases which 
require only very shcrt-term hospitalization prior to dis 
charge for treatment in an adequate home situation. 


Robert R. Henderson, M.D., is current chairman 
of the ATS Medical Public Relations Committee. 
He is medical director of the Hunterdon Med: 
_ ical Center, Flemington, N.J., and is assistant 
__ Clinical professor of medicine, New York Uni- 
versity School of Medicine. Dr. Henderson is 
member of the board of directors of the New 
Jersey Tuberculosis and Health Association. 
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Re-education of hospital personnel 


Proper utilization of our hospital facilities will require 
certain renewed efforts. We must re-educate the person- 
nel in our general hospitals to the desirability and safety 
of admitting the tuberculosis patient for initial evaluation. 
We have inoculated our staffs in the past with the concept 
that this is one facet of disease that requires immediate 
transfer, in spite of the fact that many more highly con- 
tagious diseases are handled routinely and without ques- 
tion, each day. That this re-education can succeed, I have 
little doubt, since many hospitals are learning to care for 
other types of previously unacceptable cases of attempted 
suicide, alcoholism, and psychiatric states. We have been 
admitting tuberculous patients for initial workup to the 
Hunterdon Medical Center for nearly eight years, with- 
out adverse effect. These cases are subsequently dis- 
charged to home care or transferred to the sanatorium, 
depending on the need of each individual. 

Although the custodial role of federal, state, and local 
tuberculosis hospitals should decrease, the financial 
responsibility of government agencies will undoubtedly 
continue to exist, as long as tuberculosis is a disease 
which, most believe, requires a long period of inactivity 
during treatment. The development of home therapy 
will result in a saving of public monies, but will result 
in no decreased cost for the patient and his family. We 
must educate our supportive agencies to reallocate funds 
to meet these changing needs. 

To implement the Arden House recommendations, we 
must utilize all the facilities for treatment available. If 
we believe as those participating in the Arden: House 
Conference recommended—that the general physician, 
the internist, and the pediatrician must assume increasing 
responsibility for the treatment of tuberculosis—we must 
not deny him the support and facilities of his well- 
established, convenient, and familiar general hospital. We 
will be remiss if we fail to recognize this need and to 
integrate it in our total program. « 


Il. The Tuberculosis Hospital 


Kirby S. Howlett, Jr, M.D. 


@ THE PRIVATE PRACTITIONER, the hospital, and the out- 
patient clinic each have a valid role to play for tuberculo- 
sis patients at appropriate times in the course of their 
therapy. The place where the treatment can best be 
carried out depends upon the patient, the nature and 
extent of his tuberculosis, his intelligence and reliability, 
his social and economic background, and the facilities 
available in his community. 

_ Before further discussion of this topic, precise clarifica- 
tion is in order. The major recommendation of the Arden 
House Conference, namely “the widespread application 
of chemotherapy as a public health measure,” has been 
Interpreted by a variety of writers in a variety of ways, 
and has led to some confusion. For example, the routine 


administration of a standard drug or of a predetermined 
drug regimen to specific groups of tuberculin positive 
individuals without other evidence of disease is an 
entirely valid project for study. But this is experimental 
prophylaxis, not treatment. True treatment, on the other 
hand, means the application of all appropriate medical 
and surgical measures to patients with the disease tuber- 
culosis. Treatment in this sense will be effective as a 
public health measure only to the extent that it also 
serves the interest and welfare of the individual patient— 
and to achieve optimum results in both respects such 
treatment must be highly individualized. 


Requirements for optimum treatment 


Let us review the major requirements for optimum 
treatment of the tuberculosis patient. For the ideal man- 
agement of this disease, all suitable medical and surgical 
measures must be applied. The major requirements are: 

{ Accurate and complete diagnosis, including detailed 
evaluation of the case at hand. Full account must be 
taken of the specific features of the patient’s own disease 
and of everything which can be learned about its evolu- 
tion and the methods and results of previous therapy. 


{ The intelligent and expert use of the particular com- 
bination of drugs which appears best designed to meet 
the needs of the specific patient at hand. This obviously 
demands a thorough understanding of the hazards and 
limitations of available drugs as well as of their virtues. 

{ The availability of thoracic surgery of good quality 
and a thorough understanding of when and when not 
to apply it. 

{| Systematic, periodic re-evaluation of every patient, 
by an expert, on the basis of fully adequate and reliable 
clinical, laboratory, and X-ray data. Unless this require- 
ment is met—and neglect of it is all too common—oppor- 
tunities for consolidating and furthering gains by judi- 
cious changes in chemotherapy or by the application of 
surgery at appropriate times will be missed, and will 
often be irretrievably lost. 

{ An intelligent evaluation of the patient's personality, 
intelligence and socio-economic background. 


{ Good patient instruction and education, in order that 
he may understand the nature of his disease and the 
importance of accepting the long-term treatment pre- 
scribed, even when he feels perfectly well. 


**Relatively long” period of hospitalization 


As Henderson has stated, the need for protracted isola- 
tion and hospitalization of the average case of tubercu- 
Icsis has decreased markedly. But this need has not been 
eliminated, and there is real danger that excessive cur- 
tailment—or ill-advised elimination—of the hospital phase 
of treatment will produce over-all results which are far 
below the optimum achievable. 

For the great majority of tuberculous patients, a rela- 
tively long period of hospitalization is important for opti- 
mum results, and for most of them it is essential. The best 
hospital for this purpose is the one which best satisfies 
the requirements for optimum treatment outlined above, 
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at a price the patient can afford. For some patients this 
will be the tuberculosis (or pulmonary disease) service 
of a general hospital; for eligible veterans it will often 
be a VA hospital. For the majority of patients in most 
communities, however, it is the publicly supported “tuber- 
culosis hospital” (really a pulmonary disease hospital) 
which still provides the essential combination of beds, 
facilities, and, above all, well-trained and experienced 
professional talent which must be brought to bear, regard- 
less of the patient’s ability to pay, if optimum results are 
to be achieved. 

This continuing need points up the fact, incidentally, 
that every “tuberculosis hospital” or “tuberculosis service” 
which is to keep abreast of the times must become, of 
necessity, a pulmonary disease service in the broadest 
sense. Otherwise it will soon become incapable of render- 
ing an optimum service to patients or of maintaining an 
interested medical staff of high quality. 


Therapy solely on outpatient basis questionable 


The present reservoir of active tuberculosis is becoming 
increasingly concentrated in patients of relatively low 
economic status, whose intelligence, understanding, or 
reliability is limited. Many are sick with advanced dis- 
ease when diagnosis is made. Successfully coping with 
this combination of problems requires the closest kind 
of expert surveillance for many months—certainly until 
the patient has become non-infectious and surely until 
his major medical and surgical problems have been met 
and his disease stabilized on a well-established and well- 
tolerated regimen of effective drugs. 

Studies by H. D. Ireland and others have shown 
clearly that in a very high percentage of patients the 
ability to provide optimum therapy solely on an out- 
patient basis is only an illusion practically, no matter 
how feasible it may seem theoretically. Ireland found 
that, within a period of one year, up to three-quarters 
of originally hospitalized and initially cooperative out- 
patients had either ceased attending the clinic altogether 
or were no longer adhering faithfully to the prescribed 
drug regimen. While these lapses are undesirable enough 
at any time, they would be completely incompatible with 
satisfactory results in the initial stages of therapy. Once 
the tuberculosis has been successfully treated and well 
stabilized in the hospital, such lapses are less likely to 
have serious consequences. Nevertheless, one should cal- 
culate the risk for the individual patient carefully before 
discharging him to out-patient status. It is both wise and, 
in the long run, economical to prolong considerably the 
hospital treatment in patients whose willingness or ability 
to cooperate as out-patients appears dubious. 

In his article on drug resistance in the January 1961 
issue of the Bulletin, Raleigh comments upon the futility 
and the public health hazard of indiscriminately adminis- 
tering drugs to uncooperative out-patients’ with unstabi- 
lized disease on the theory that such treatment is “better 
than nothing.” The medical staffs of tuberculosis hospitals 
are all too familiar with the discouraging number of 


patients admitted after home chemotherapy has failed 
and after the patient’s infection has already been made 
resistant to the major drugs. 

Though it was surely never intended by the conferees 
themselves, the Arden House report has led some thera- 
peutically inexperienced tuberculosis and public health 
workers to make certain suggestions and recommenda. 
tions which are, at best, extremely naive. An e 
example was the discussion of the conference in the 
February 1960 issue of Public Health Reports. Here it 
is proposed that the widespread application of therapy 
can be largely an out-patient operation, which is likely 
to be carried out increasingly by general practitioners. In 
fact, the entire article mentions the hospital as a partici. 
pant in the proposed campaign exactly one time. In the 
midst of an extensive discussion of the role of the general 
practitioner, the public health nurse, etc., this statement 
occurs, quoted in toto: “Those who do not improve under 
the prescribed regimen need a change of drug or may 
[italics mine] need hospitalization.” 


Responsibility of experienced clinicians 


The idea that the effective treatment of tuberculosis is 
also an effective public health measure is scarcely new. 
To be most effective from the point of view of both the 
individual patient and public health, the best treat- 
ment possible needs to be applied promptly, efficiently, 
and persistently in every patient with active disease. To 
achieve such a purpose it is obviously desirable to stimu- 
late the deep interest of as many physicians as possible 
and to promote medical education in our field all along 
the line. But let us not kid ourselves. This is a long-term 
project which must be stimulated first in our medical 
schools and supplemented by good postgraduate train- 
ing at the internship and residency levels. Such wide 
interest cannot be evoked, and such education and under- 
standing cannot be achieved overnight, by the mecha- 
nisms of pamphlets, one-week courses, and high pressure 
publicity. Meanwhile, it behooves us to lean heavily upon 
those trained and experienced clinicians, in and out of 
hospitals, who already have the interest and talent which 
effective treatment of tuberculosis requires. 

With a few valid exceptions, patients with active tuber- 
culosis require, for optimum therapy, an adequate period 
of initial treatment in a well-equipped and well-staffed 
hospital. Whether this need can best be satisfied in 4 
general hospital, a VA hospital, or a tuberculosis hospital 
depends upon the facilities available in the community 
and the individual patient’s circumstances. « 


Kirby S. Howlett, Jr., M.D., is superintendent and 
medical director of the Laurel Heights Hos 
pital, State of Connecticut. In addition, he i 
associate clinical professor of medicine, Yale 
School of Medicine, and consultant in pulmonary 
diseases, Grace-New Haven Community Hos 
pital. He is a past president of the Americer 
Thoracic Society and a past chairman of the 
ATS Medica! Public Relations Committee. 
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Ill. The Veterans 


Admunistration 
William B. Tucker, M.D. 


@ tHE ROLE of the Veterans Administration in the treat- 
ment of tuberculosis of course is very similar to that dis- 
cussed in the two preceding articles, for in nearly all 
respects, medicine as practiced in the VA is very much 
a part of the mainstream of medicine in the United States. 
Tuberculosis patients are cared for in over 80 VA hos- 
pitals, and in more than 70 outpatient clinics, in addition 
to those follow-up clinics operated by many of the 
hospitals. 

As is widely known, full care for tuberculosis, inpatient 
and outpatient, as for any other medical condition, is 
provided by the VA for veterans with service-connected 
disabilities. For veterans with non-service-connected tu- 
berculosis, hospital care can be provided only when there 
is certification of inability to pay for costs of private care; 
only limited care and supervision can be provided after 
hospitalization under certain special circumstances. The 
VA works closely with all members of the medical pro- 
fession, with public health authorities, and all others 
concerned with tuberculosis to coordinate its tuberculosis 
program with that of the communities, the states, and 
the nation as a whole. 

From the standpoint of this series of articles, the value 
of this brief reference to the experience of the VA may 
be that, in a sense, it has been possible in the VA to 
adjust more readily to changing concepts of therapy and 
management than in other medical institutions which 
necessarily cannot be as closely coordinated administra- 
tively. Those changes in therapy and management which 
have been referred to by the authors of the preceding 
articles apply quite as fully in the VA as elsewhere. 


Changing pattern of hospitalization 

Improved therapy has resulted in fewer patients re- 
quiring hospitalization for TB. That reduction is an ex- 
pression both of a smaller number of patients requiring 
hospitalization, and of a shorter average hospital stay. 
The annual number of admissions for TB in the VA has 
been reduced from approximately 18,000 in 1954 to about 
10,000 in 1960; the average length of hospital stay for 
TB in the VA was about 320 days in 1953, and about 
260 days in 1960. The product of these two variables, 
the average number of TB patients hospitalized, has de- 
creased from a high of about 15,000 in 1954 and 1955 
to about 8,000 in 1960. In recent years about 1,000 of 
these have been psychiatric patients also requiring treat- 
ment for TB. These patients are not a part of the present 
question under discussion, and will not be referred to 

er. 

Some 15 years ago, at the end of World War II, and 
just before the advent of the modern chemotherapy of 
TB, it was common to have most TB patients in special- 


ized TB hospitals. This was also true in the VA. In 1946, 
three-quarters of the VA’s 7,000 TB patients were in 
special TB hospitals, only one-quarter in general hos- 
pitals. In the immediate post-war period, when a large 
number of men were admitted to the veteran group, with 
many requiring hospitalization for TB, and with inade- 
quate numbers of beds for TB throughout the country, 
it became necessary for the VA rapidly to increase its 
number of beds for TB. The decision was then made 
to increase the number then available in both general 
and TB hospitals. The more rapid expansion of beds in 
general than in TB hospitals was reflected in an increase 
of TB patients in general hospitals to over 40 per cent 
by 1948, and the percentage remained at approximately 
this level for the next eight years, or to 1956, the peak 
year. 


Eighty per cent now in general hospitals 


In the six years since 1956, as the total demand in the 
VA for TB hospitalization has declined (by approxi- 
mately 45 per cent), it has been possible to make adjust- 
ments among types of hospitals. At the present time, 
nearly 80 per cent of some 7,200 TB patients are in 
general hospitals, and just over 20 per cent are in a 
smaller number of TB hospitals. There has been very 
little decrease in the number of hospitals participating 
in the TB inpatient care program, so that on the average 
the smaller number of TB patients today is distributed 
among approximately the same number of hospitals, with 
a resulting decrease in the average size of TB units. It 
is not out of the question that before too many years 
have passed, the VA will have no hospital exclusively 
for TB, and that all of its TB patients will be in general 
hospitals. 

The transition from the majority of TB patients being 
in specialized TB hospitals in the VA to the majority 
being in general hospitals reflects the following considera- 
tions, among many others: 

e Greater need for management of related non-TB 
medical conditions. 

e Availability of laboratory facilities for complete 
services for TB, and also for the frequently present 
non-TB conditions. 

¢ Coordinated programs in medicine and in medical 
education which permit ready applicability of 
new therapeutic trends. 

¢ Availability of staff well trained both in TB and 
in non-TB conditions. 

e Availability of supporting staff in para-medical 
services for coordinated rehabilitation of the TB 
patient. 


William B. Tucker, M.D., is director of medi- 
cal service for the Veterans Administration in 
Washington, D.C. He was president of the 
American Thoracic Society in 1960, and has 
served on a number of ATS committees. Dr. 
Tucker entered the VA in 1947 as chief of the 
tuberculosis service of the Minneapolis, Minn. 
VA hospital. 


¢ Education of staffs, and more ready acceptance 
by them in general hospitals that TB is not an 
exotic or peculiar disease, but like the rest of 
medicine. 

¢ Training of medical students, interns, residents, 
and full-time staff, well trained in internal medi- 
cine, in the principles of tuberculosis. 


TB control program 

The VA has an effective TB control program, consist- 
ing of standard case-finding techniques with X-rays, for 
both patients and employees, and with tuberculin tests 
for employees. The overall yield from this program has 
been reduced by about five-sixths, from about 60 new 
active cases of TB found per 10,000 persons examined 
in 1950, to 10 in 1960. A smaller and smaller number of 


patients admitted to VA hospitals for any medical condi- 
tion is found to have the disease in the far-advanced 
stage (now about 20 per cent); among the VA’s 130,000 
employees a new case is practically never found in the 
far-advanced stags, with 75-80 per cent discovered in the 
minimal stage. 


This brief description of a few of the aspects of the 
VA’s role in the treatment of TB of course does not indi- 
cate that other methods are not equally satisfactory. It 
has been intended to describe the operation of one ad- 
ministratively coordinated program in the treatment of 
TB, that in the VA, which reflects approximately 10 per 
cent of the TB in the United States. The Veterans Ad- 
ministration believes that with this system it has improved 
the quality of care afforded tuberculous veterans. « 


The Role of the Private Practitioner 


in the Treatment of Tuberculosis 
H. McLeod Riggins, M.D. 


M BECAUSE OF THEIR “FRONT-LINE” POSITION as family 
physicians and specialists, private practitioners have 
played and will continue to play a major role in the 
treatment of a large proportion of the tuberculous. They 
have made notable contributions in tuberculosis therapy, 
but have also failed sometimes to meet their full re- 
sponsibilities, potentialities and opportunities. Why is 
this so and what measures to insure improvement can 
be undertaken? 

Before the advent of chemotherapy, tuberculosis was 
largely treated in sanatoriums, tuberculosis hospitals, 
public health clinics and less so by a limited number of 
chest and tuberculosis specialists, internists and general 
practitioners. Since the wide use of chemotherapy, how- 
ever, increasingly tuberculosis has been treated by addi- 
tional thousands of physicians, mostly private practi- 
tioners, some of whom have limited or no special training 
in diagnosis and treatment. 

Consequently, it is necessary that the “old team” of 
tuberculosis and chest specialists, medical schools, teach- 
ing hospitals, etc., help reorient and assist in the better 
teaching and training of these “new” practitioners and 
medical students. These new physicians now treating 
tuberculosis can make significant contributions. An aware- 
ness and acceptance of this is essential if full advantage 
is to be taken of the new challenges and opportunities 
offered by modern chemotherapy. 

Private practitioners are but a single cog, albeit a major 
one, on the tuberculosis team. Their roles are frequently 
multiple and vary according to individual interest, train- 
ing, location, and hospital or medical school affiliation. 
At one end of the spectrum they may be individual, 
sometimes isolated, general practitioners; at the other, 
well-trained internists, chest specialists, public health 


clinic physicians, part-time clinical researchers and teach- 
ers on faculties of medical schools, and consultants to the 
profession at large. 

> Objectives and Responsibilities: The primary objec- 
tives and responsibilities of private practitioners with 
respect to tuberculosis are to diagnose the disease accu- 
rately, treat patients effectively and cooperate with pub- 
lic health authorities in preventing the spread of tuber- 
culosis. They are motivated primarily by consideration 
for the individual patient, secondarily for the family, 
ccntact groups and the community. These motivations are 
basic and related to over-all medical management. It is 
therefore difficult for private practitioners or clinicians 
to understand or agree with a major recommendation of 
the Arden House Conference Committee, namely the cir- 
cumscribed concept which emphasizes chemotherapy, 
“primarily as a public health tuberculosis control meas- 
ure.” Chemotherapy and all other therapies are public 
health measures only insofar as they are effective thera- 
peutic measures first. Clinicians cannot agree that chemo- 
therapy is something apart from other therapies. To be 
used most effectively, chemotherapy must be _ inte 
grated in the over-all therapeutic program including 
surgery. To separate therapeutic from public health 
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measures as the Arden House recommendations suggest 


is divisive. Clinicians and public health officials need . 


cohesion and not division. At a time of unusual opportu- 
nity for treatment and elimination of tuberculosis, all 
should strive for better understanding and cooperation 
for the overall rather than the circumscribed therapeutic 
approach. 

> Deficiencies in Modern Treatment: The revolutionary 
changes wrought by the chemotherapy of tuberculosis 
created many new and complex problems and also made 
possible many actual and potential successes. Some treat- 
ment failures are due to insufficient knowledge of the dis- 
ease and the drugs on the part of physicians with limited 
experience in tuberculosis. Adequate laboratory and other 
essential facilities should be made conveniently available. 
This was well outlined in the Arden House Conference 
recommendations. However, the adequate and continu- 
ing modern education and training of thousands of medi- 
cal students, interns, residents, internists, general prac- 
titioners and pediatricians was not sufficiently empha- 
sized. In general, private practitioners, sanatoriums and 
general hospitals were given less consideration in the 
treatment and elimination of tuberculosis than their stra- 
tegic positions, responsibilities and capabilities warrant. 
By and large, the above groups wish to work coopera- 
tively with public health authorities but the latter could 
not, and I am certain do not, wish to assume the total 
responsibility of tuberculosis supervision and treatment. 

Many recommendations of the Arden House Commit- 
tee were excellent, and if actually implemented by state 
and local public health authorities will prove far-reaching 
in improving treatment and in eliminating tuberculosis. 
However, a second major recommendation of the Arden 
House Conference affecting private practitioners needs 
clarification. The Conference Committee recommended: 
“Assumption by state and local public health authorities 


of their responsibility for insuring adequate treatment 
and rehabilitation of all patients with tuberculosis.” In- 
suring adequate treatment by public health authorities, 
or by anyone, entails supervision of treatment. Just how 
state and local public health authorities could possibly 
insure or supervise the treatment of all tuberculosis pa- 
tients was not detailed. Probably because actually insur- 
ing or supervising treatment of all tuberculosis patients 
would be no less than socialized medicine. This I am 
sure the public health authorities do not want. Public 
health authorities are well trained in preventive medicine 
and public health, but not as clinicians. Even if they were, 
numerically, they are woefully inadequate to insure or 
supervise the treatment of all tuberculosis patients. If 
insuring or supervising treatment by public health au- 
thorities is not the complete answer to adequate treat- 
ment, then what is? 


> Modern Medical Education and Training Essential: 
Granted that real progress has been made in recent years 
in improving medical education and training at all levels 
in this field, still better education and training is essential 
if tuberculosis is to be eliminated in the foreseeable fu- 
ture. How can private practitioners become more effec- 
tive in the diagnosis and treatment of tuberculosis? The 
best answer appears to be to create a greater awareness 
on their part of the presence of tuberculosis; better under- 
graduate and postgraduate medical education and train- 
ing; full efficient utilization of modern diagnostic and 
therapeutic methods and better understanding and co- 
operation of all components of the team. Such compre- 
hensive and cooperative efforts can eliminate tuberculosis 
as a public health problem. The unanswered question is: 
Are the various components concerned with the treat- 
ment and elimination of tuberculosis ready to join forces 
and do the job? « 


The Role of the Private Practitioner 
As Seen by the Public Health Administrator 


Herman E. Hilleboe, M.D. 


H tue 1960's can BE a decisive decade for controlling 
tuberculosis in this nation. We have the knowledge, facili- 
ties, personnel and drugs. All we need is a common 
determination to pursue sound strategy. 

That strategy was selected by participants at the 1959 
Arden House Conference on Tuberculosis. Simply stated, 
it is to drastically reduce the reservoir of tubercle bacilli 
in the U.S. by making rapid and widespread use of 
chemotherapeutic agents. The reasoning is  straight- 
forward: If enough persons known to have sputum posi- 
tive get enough chemotherapy to change their status from 
communicable to non-communicable, the rate of new 
infections and new disease will decline. Plainly, this is 
preventive medicine. 

Before discussing the role of the private practitioner in 


tuberculosis control, I would like to try to clear up the 
evident confusion over use of the word “chemotherapy.” 

Anti-tuberculosis drugs act both to arrest the disease 
and prevent its spread. Sometimes we can make distine- 
tions between these two intentions, but often we cannot 
Confusion arises when we try to differentiate what cannot 
be differentiated. 

Let me illustrate: We give anti-tuberculosis drugs to 
persons with active disease. This acts both to arrest the 
disease and reduce its spread. We also give these agents 
to persons who have recently converted to a positive re- 
action in the tuberculin test. Such persons are infected, 
but are they “infectious”? It is problematical in this gray 
zone. But does it matter? The advisability of giving anti- 
tuberculosis drugs to such persons is clear enough to let 
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the point rest without further argument. 

Another to whom we give anti-tuberculosis drugs is 
the person who has been in close contact with an indi- 
vidual with active disease. These close contacts may or 
may not harbor tubercle bacilli. Prudently, we decide 
that the likelihood of a close contact harboring tubercle 
bacilli is great. On this basis it is possible that active 
infection will ensue. So we give the drug. Again, what 
does it matter? Our intent may be to prevent the onset 
of clinical disease in this person but by achieving that 
result we also prevent spread of the disease to others. 
Thus, the use of anti-tuberculosis drugs is both a public 
health and a clinical measure for controlling tuberculosis. 

So with this, let us observe that the Arden House rec- 
ommendation to reduce the reservoir of tubercle bacilli 
in this nation in no way conflicts with the obligation of 
private and public practitioners to ensure optimum clini- 
cal recovery for their patients. Optimum clinical recovery 
of the tuberculosis is a part of prevention itself. 

We can perhaps best define the role of private prac- 
titioners if we start with this realization: Medical licen- 
sure is something like a contract between the physician 
and society. When a physician receives his license to 
practice medicine, he incurs both a private obligation to 
the patients he will treat and a public obligation to the 
community where he practices. 

Health laws define that public obligation. New York 
State’s Public Health Law, for example, says that it is the 
duty of a physician attending a patient having tuberculo- 
sis to take all proper precautions and to give proper in- 
structions to provide for the safety of all individuals 
occupying the same house or apartment. These precau- 
tions include the identification and examination of con- 
tacts and assurance that all infectious persons remain 
under continuous medical supervision. 

But the pressure of a private practice, the specialized 
skills required and certain ethical considerations, make 
this impractical for most physicians. So public health 
_saogaag assume these jobs. The practical answer has 

n to assign the case-finding and case-holding tasks to 
specially trained personnel in public health agencies. For 
the public health agency to do a thorough preventive 
job, two things are needed of the private practitioner: 
(1) that he report new cases promptly to the health 
agency, and (2) that he notify the agency when patients 
discontinue recommended treatment. 

The whole question of roles boils down to this: Who is 
in the best position to do what preventive task? We have 
today in tuberculosis control a realistic and effective 
division of labor between public health physicians and 


Herman E. Hilleboe, M.D., is New York State 
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of the PHS Bureau of State Services. He was 
president of the American Public Health Assn. 
in 1955 and president of the Association of 
State and Territorial Health Officers in 1958. 


nurses, private practitioners and voluntary agency per. 
sonnel. {t is a pliant, workable system proved in the 
crucible of long experience fighting a stubborn disease, 

Each has welcomed the help of the other. For example, 
the busy practitioner has been only too happy to haye 
public health nurses follow up tuberculosis patients to 
ensure that they return for treatment as long as needed, 

Under this system, the major responsibility for ensur. 
ing community control of tuberculosis rests with the 
health officer. He is the agent of public responsibility 
in the field. As such, it is his duty to measure community 
needs against resources, mobilize personnel and ensure 
that adequate diagnostic and treatment services are 
provided to all in need of them. 

The skilled use of drugs to arrest active tuberculosis 
requires special knowledge and experience not possessed 
by most general practitioners. For this reason, | prefer 
to see chemotherapy supervised by experts in tuberculo- 
sis, both in and out of hospitals. However, general prac- 
titioners are in a position to engage in early diagnosis by 
referring suspicious cases to public clinics or private 
specialists and by treating confirmed cases with the con- 
sulting assistance of specialists. They can also do much 
to facilitate thorough contact examination work by ob- 
taining the names of contacts and referring them to the 
health agency. This clinical division of responsibility has 
long been successful in New York and many other states. 
If the administration of chemoprophylaxis to close con- 
tacts proves successful, private practitioners with some 
postgraduate training in the matter could also play a 
leading role in such an effort. 

Priority in the use of chemical agents should still be 
given those with active tuberculosis. However, treatment 
is but one aspect of tuberculosis control. Early case find- 
ing is equally important if new, active cases are to be 
identified and placed under therapy. 

One question remains: How many communities are 
ready and able to mobilize an all-out attack, using chemo- 
therapy among all persons known to have active disease? 
Unless this is done across our land, we will not be able 
to reduce drastically the incidence of active infection. 

In New York State we have taken the first steps for an 
all-out attack. Joint planning sessions have been held be- 
tween the State Health Department and the Tuberculo- 
sis and Public Health Associations. These are the prelude 
to intensive campaigns in several counties. Part of the 
strategy calls for official and voluntary state agencies to 
encourage and guide these local programs and loan per 
sonnel and equipment as necessary. 

When such intense campaigns get rolling in all our 
states, we will be far too busy to worry about our respec 
tive roles in tuberculosis control. We are going to find, 
I believe, that each of us will be doing, double in spades, 
just what we have been doing all along without fuss # 
fanfare. This time, though, we'll be keeping better score 
of our efforts and results. 

If our attack is well thought out and smartly executed, 
there is going to be plenty of room for everyone to 
his role to the hilt. So I say, let’s get on with the job. 
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DIAGNOSTIC 
STANDARDS 


B® DIAGNOSTIC STANDARDS, the standard guide to the diag- 
nosis and treatment of tuberculosis, is traditionally re- 
vised about every five years. The new edition, published 
in October, is more than a revision; it is practically a new 

ide. The contents of the guide have been rearranged 
considerably. A few chapters have been deleted or added, 
the total size has been slightly enlarged, and the format 
has been changed. 

Chapter headings provide a graphic glimpse of the 
contents of Diagnostic Standards. However, they are not 
listed here in the order of their presentation in the guide. 

> Classification of Pulmonary Tuberculosis is the 
most vital part of the entire manual. The various 
methods of classification are described, and these 
have been subdivided into “basic” and “optional” 
classes. The basic classes include those which are 
mandatory; the optional classes include those which 
may be used by certain institutions for purpose of 
convenience or research. Of these classifications, 
Clinical Status is the most important. This inter- 
mediate classification applies almost entirely to open 
negative cases. For this classification, the term, 
“quiescent,” has been revived with a new meaning. 
The “quiescent” classification should be useful to 
clinicians who wish to advance the status of patients 
who are bacterially negative but who still have re- 


William H. Oatway, Jr., M.D., current chairman 
of the Revision Committee for Diagnostic Stand- 
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Diagnostic Standards 


New edition of standard guide 


to diagnosis and treatment of TB 


William H. Oatway, M.D. 


sidual cavitation. It should also be useful to public 
health groups, because the newly defined term iden- 
tifies persons in this class as having a negative test. 
It also should be of help to patients who need not be 
called “active” because they still have residual fibro- 
cystic lesions. Although the word, “quiescent,” will 
not suit everyone, it fits the need for such a classifica- 
tion. The word is less important, however, than what 
it means. 

> Diagnosis and Classification of Extra-Pulmonary 
Tuberculosis. The chief changes in this chapter are 
the inclusion of lesions in a few other organs and 
tissues, plus the addition of standard nomenclature 
code numbers. The coding is a new departure and 
is used for both pulmonary and extrapulmonary 
chapters. The requirement by the Joint Commission 
for Accreditation of Hospitals for coding of cases in 
hospitals and sanatoriums should make the numbers 
a valuable and ready reference. 

> Diseases and Conditions Related to Tuberculosis 
is a section on pulmonary and non-pulmonary condi- 
tions which either affect or are affected by tuber- 
culosis. The National Tuberculosis Association has 
an enlarged interest in all respiratory diseases, but 
in this particular guide, only those related to tuber- 
culosis have been discussed. In addition, such non- 
pulmonary conditions as diabetes, pregnancy, stress, 
and the use of steroid drugs which may affect 
tuberculosis are dealt with. 

> Basic Science Aspects includes valuable informa- 
tion on anatomy, physiology, and even a bit of 
embryology. These subjects are handled in a most 
scholarly way. Pathological changes in structure and 
function are fairly completely described, since they 
form the basis of our knowledge of tuberculosis. 
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> Clinical Course of Tuberculosis includes descrip- 
tions of primary infection, primary and reinfection 
disease, symptomatic and asymptomatic lesions, etc. 


> Diagnostic Methods for Tuberculosis is a large 
chapter on standards for the various types of exami- 
nations, including history, physical examination, skin 
testing, immunology, various laboratory methods, 
surgical diagnostic procedures, and differential diag- 
nostic suggestions. The tuberculin testing section has 
been largely rewritten to fit the renewed emphasis 
upon this case-finding method and the decisions re- 
garding the various types of tuberculin tests, chiefly 
as described by the Committee on Diagnostic Skin 
Testing. 


> Bacteriology describes the classification of tubercle 
bacilli (including the new unclassified, atypical vari- 
eties), and outlines the methods for demonstrating 
the presence of tubercle bacilli. 


> X-ray Methods describes X-ray techniques and 
their use, and mentions the safety and hazards of 
X-ray methods and procedures. 


The new edition of Diagnostic Standards represents 
two years of work by the “Committee of Five,” plus a 
great deal of help from dozens of consultants and the 
chairmen of several other American Thoracic Society 
committees. The Revision Committee consisted of Doc- 
tors David Salkin of San Fernando, California; Peter 
Theodos of Philadelphia; Norman Wilson of Boston; 
Emanuel Wolinsky of Cleveland; and the chairman, au- 
thor of this article. 

The consultants were asked for new ideas in 1958, at 
the start of the revision, and a year and a half later they 
were given a chance to correct or modify the mimeo- 
graphed semi-final result. The Revision Committee was 
polled on many differences of opinion, and polls were 
also taken in various parts of the United States at staff 
and thoracic society meetings to decide points at issue. 

The consultants made three principal suggestions: (1) 
Don't ruin the manual for teaching or for international 
reference purposes. (2) Change what is necessary in 
order to include the information which has become avail- 
able in the past few years. (3) Include an intermediate 
classification of pulmonary tuberculosis (between the 
active and inactive categories) in order to take care of 
the open negative cases. 

The visual appearance of Diagnostic Standards will be 
more colorful than usual, with a change from the dull 
tan cover to a red and white. There are two full-color 
illustrations, including one by the late William Snow 
Miller. 


* 2 


It has been suggested in the introduction to the guide 
that times change. We could belabor an alliteration by 
saying that tuberculosis, treatment, terminology, and 
eight chapters have also changed. Only the truth persists 
and we have tried to find it and write it down. « 
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Eight public beach parks like this are dotted along Miami Beach's 
miles of sandy shoreline, within reach of the hotels. 


NTA Annual Meeting 


Lincoln Road Shopping Mall, not too far away, of 
fers eight blocks of smart stores in a sub-tropical 
patio setting. Tiny “trams” give lifts to shoppers. 


Fishing, always one of Miami Beach's prime attrac- 
tions, is especially fine in May. There are two 
municipal golf courses, and the beaches are superb. 
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Towering high in the tropical sky is the Deauville Hotel, headquarters of the 1962 NTA Annual Meeting 


The Carillon, next door, will also be used for meetings. Both are on the oceanfront. 


to be held in Miami Beach May 


@ miami BEACH, land of sun and sparkling sand, will be host to the 1962 
NTA Annual Meeting May 20-24. May is considered one of Miami Beach’s 
finest months. Temperatures average aj pleasant 78.4 degrees, calling for light 


summer clothes while traveling between air-conditioned meeting places. Rates 


are one-third to one-fourth of peak season prices. 

The medical and public health programs will be centered in two adjacent 
hotels, the Deauville and the Carillon, on the ocean front. Busy meeting-goers 
will be able to squeeze in time to swim in the handsome, outdoor hotel pools. 
Sightseers will want to visit the nearby Everglades National Park, the Fairchild 
Tropical Gardens and the new Seaquarium. 

The Annual Meeting Committee made its initial plans in early October, and 
final plans will be announced later. Chairman of the committee is Judge Ernest 
E. Mason of Pensacola, Fla. Subcommittee chairmen are: Asher Marks, M.D., 
medical sessions; Mrs. Margaret B. Dolan, nursing sessions; J. Irwin Nichols, 
public health sessions; Charles F. Tate, Jr., exhibits; and Judge Mattie Belle 
Davis, local arrangements. 


Mount Sinai Hospital of Greater Miami has one of the outstanding cardiopulmonary laboratories in the 
country. Field trips to Jackson Memorial Chest Hospital, Mt. Sinai and others will be arranged. 


CARIBBEAN 
HOLIDAY 


An island-hopping tour to Puerto 
Rico, Haiti, and Jamaica has been 
planned for Annual Meeting-goers, 
their families and friends, following 
the meeting. For $225, plus air fare, 
the Madison Square Travel Bureau 
will provide a tour of eight days, in- 
cluding: 
® Three meals daily 
@ Accommodations at luxurious resort 
hotels 
@ A full program of sightseeing, with 
guides 
® Transfers to and from airports 
@ Many special events 
Rates are subject to change. 
Round-trip tourist air fare from Miami 
is now $130.82. Persons interested 
please contact Miss Noel Loftus, 
MADISON SQUARE TRAVEL BU- 
REAU, 431 Fifth Avenue, New York 
16, N.Y. 
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> Frances Gammill has joined the 
Louisiana TB Association as a field 
consultant. Mrs. Gammill was previ- 
ously executive director of the Missis- 
sippi County (Ark.) TB Association. 


> Gertrude Szadzewicz, executive 
secretary of the Alaska TB Association 
since 1957, has joined the Brooklyn 
TB and Health Association as Christ- 
mas Seal Campaign director. Before 
joining the Alaska association, Miss 
Szadzewicz was an associate in NTA’s 
Personnel and Training Division. 


> Gregory G. Young has joined the 
staff of the Cuyahoga County (Ohio) 
TB Clinics as epidemiologist. Mr. 
Young, who holds a master of science 
degree in biostatistics from the Uni- 
versity of Minnesota, will also lecture 
in biostatistics at Western Reserve 
University’s medical school. He was 
brought into Cuyahoga County’s Joint 
Tuberculosis Control Program under 
a demonstration grant from the Anti- 
TB League of Cleveland and Cuya- 
hoga County. 


> Ruth Young, NTA program con- 
sultant for the past two years, has left 
the field to be married. Prior to joining 
NTA, Mrs. Young was assistant execu- 
tive secretary of the Nassau (N.Y.) 
Tuberculosis, Heart, and Public 
Health Assn. She also had served as 
a health education consultant for the 
Nassau association and the Maine 
Tuberculosis and Health Assn. 


> Maureen Smith, R.N., is the new 
Christmas Seal Campaign director for 
the Arkansas TB Association. Mrs. 
Smith comes to the Arkansas associ- 
ation from the Heart of America TB 
Association, Kansas City, Mo., where 
she held the position of Campaign 
director. 


> Alan W. Pike has joined the staff 
of the Suffolk County (N. Y.) TB and 
Public Health Association as long- 
term illness program coordinator. Mr. 
Pike was formerly a supervising clin- 
ical social worker at the VA Hospital 
in Northport, N.Y. 


> Joseph Burba, formerly Seal Cam- 
paign director for the Florida TB and 
Health Association, has joined the 
TB and Health Association of Cali- 
fornia as an associate in the Research 
and Development Division. Prior to 
his experience in Florida, Mr. Burba 
was with the NTA Christmas Seal 
Division. 


> Harold D. Grant, Jr., has been 
made director of the rehabilitation 
department of the District of Colum- 
bia TB Association, replacing Cather- 
ine S. Pomrinse, who has moved to 
New York. Mr. Grant was formerly 
coordinator of the rehabilitation coun- 
seling services at George Washington 
University Hospital. 


> James T. Jaynes has joined the 
Arkansas TB Association as field repre- 
sentative, taking over the territory 
vacated by the resignation of Paul 
Harris. Mr. Jaynes, who this summer 
completed work on his master’s degree 
in public health education at the Uni- 
versity of Michigan, was previously 
employed in the division of venereal 
disease, Arkansas State Department of 
Health. 


on the Role of the and the 
Private Practitionse in the Tregtment =f 


William Oatway, Mo. 
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Doctors Rebert R Henderson, Kirby S. 
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> Dr. Howard M. Payne, chest and 
tuberculosis specialist, died at his 
home in Waltham, Mass., on Septem- 
ber 9. He was 54 years old. 

In 1948 Dr. Payne was appointed 
professor of medicine at Howard Uni- 
versity School of Medicine, Washing- 
ton, D.C., where he taught until 1958. 
A graduate of Dartmouth College and 
of the Dartmouth and Howard medi- 
cal schools, he engaged in research 
activities and published more than 50 
medical papers related to the epidemi- 
ology of TB, drug therapy, and the use 
of antimicrobials. 

Dr. Payne was a senior surgeon, 
inactive reserve, Public Health Serv- 
ice. He was member on NTA board 
and was a founding member of the 
U.S. Committee of the World Medical 
Association. 


> Mabel Merriken, R.N., has retired 
from her post as the Huntington, 
(W.Va.) TB Association’s executive 
secretary. Mrs. Merriken left the field 
after 31 years with the association. 


> Fred Kelly has joined the North 
Carolina TB Association as assistant 


executive director in charge of Christ- 
mas Seal Campaign and public rela- 
tions. Mr. Kelly was previously asso- 
ciated with the West Virginia Heart 
Association. 


> Mrs. Clifford N. Jenkins 
has been elected president 


of the National Congress of sa 
Parents and Teachers. Mrs. -— 
Jenkins is a board member 
of the Nassau (N. Y.) TB, esembet 
Heart, and Public Health Pre 
Association, and has served -ymo 
that association for several oe 
years. 2 
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